| INTRODUCTION
The prevalence of children and adolescents who have serious emotional or behavioural difficulties has been estimated as ranging between 5% and 10% (Brauner & Stephens, 2006; Davis & Vander Stoep, 1997) . In addition to their mental and physical health needs, these young people are at a higher risk of criminal involvement, institutionalization, unemployment, homelessness and suicide behaviour compared to other youth (Anda et al., 2006; Dube et al., 2001; Felitti et al., 1998; Fergusson, McLeod, & Horwood, 2013; Van der Kolk, Perry, & Herman, 1991) . Multiple child-serving systems such as child welfare, mental health and juvenile justice systems are often required to address their complex needs, even though fragmentation and a crisis-response-oriented approach is a frequently cited obstacle to providing the best possible care (Beadle, 2009 ).
Better care coordination across agencies has become a focal point of international efforts. In the United States, the wraparound model of service delivery has provided a successful framework for collaborative practice. The model calls for intensive, individualized and multi-disciplinary service planning for youth with complex needs (Suter & Bruns, 2009 ). Its goal is to provide all health and supportive services from one agency whose role is to coordinate all other services around the person's needs. Agencies agree to work together on a collaborative care management model driven by the needs of the young person and their family, rather than the boundaries of discrete agencies (Bruns et al., 2010; Burns & Goldman, 1999) . Instead of emergency departments, police, mental health, child welfare, justice each reacting to the young person's crises in an uncoordinated way, one organization leads the care with support from the others. Staff from each agency work together to provide stable, united and integrated care, and negotiate among themselves how to face the young person's challenges. Where possible, services are provided in residential settings. Evaluation of the model shows that it is effective in improving health, functional and personal outcomes, in a costeffective way and in avoiding prevent prolonged stays in detention centres or mental health inpatient units (Barfield, Corrigan, Chamberlain, Hong, & Barket, 2006; Bloom & Farragher, 2010; Bruns, Pullmann, Sather, Brinson, & Ramey, 2015; Burns & Goldman, 1999) .
In Australia, evidence for youth-specific inter-agency "wraparound" models in the psychiatric system is lacking. Given that considerable commitment and resources are required to develop such a program, it is useful to present evidence of feasibility, effectiveness and validation with a "test" case who presented with exceptionally complex needs. In this study, we document the implementation of the Youth Intensive Community Treatment and Support Wraparound service ("Youth Wraparound") which was provided to a young person with very challenging needs (called "Alex" here).
The service was established with the specific aim of supporting a child described as the most "at risk" young person in Western Australia's child protection system. The young person's behaviours exposed them to many risks and contact with emergency services.
The combined resources of mental health services, child protection services, youth justice system, ambulance, police and emergency departments were required to manage the risks they posed to themselves, others and property. Wraparound worked to change the ways in which services related to Alex away from a crisis-driven, controloriented, process occurring in institutional or emergency environments towards developing positive relationships around mutually agreed upon goals in a residential context. This current case study analysis was undertaken to showcase the benefits of the wraparound care where other services had failed. We hope it can assist others in addressing the needs of a small but significant number of young people who pose high risk to themselves and who show extremely high utilization of health and welfare services. Below is a description of the implementation process, model of care and proof of concept with this single-case study with an evaluation of the outcome and economic costs, together with a discussion of the challenges associated with this model so as to assist in future phases of development. Burns & Goldman, 1999; Kamradt, 2000) .
| Service context, principles and implementation

| METHODS
| Participant history
Alex first came to the attention of Child Protection services after disclosing a history of sexual abuse, alcohol and substance misuse, and self-harming behaviours. Alex displayed symptoms of complex trauma and attachment disorder including dissociation, as well as perceptual abnormalities. Alex was diagnosed with post-traumatic stress disorder and emerging personality disorder (borderline is another term for emotionally unstable, dissocial and emotionally unstable types). Alex's behaviours included suicidal behaviour (eg, ligatures and jumping from heights), extreme self-harm (ingesting objects, jumping out of moving cars), violent aggression towards staff and property (often requiring restraint) and risk of absconding. Prior to Alex's admission to the Youth Wraparound, Alex had shown little therapeutic gain with CAMHS due to day-to-day instability. Similarly during inpatient admissions, Alex was unable to engage with the therapeutic aspects of care, instead showing escalating trends in risk-taking behaviours, violent outbursts, serious assaults on staff, and major disruptions to wards.
In the year prior to Youth Wraparound, Alex had 41 admissions to emergency departments, had spent most of the time in secure care centres and inpatient wards, and had contributed to 32 critical TABLE 1 Care delivery implementation of the Youth Wraparound mapped onto ten best practice components 1. Administrative and management structure • Integrated documentation was developed for both mental health and CPFS personnel.
• Outcomes included integrated care principles, procedural guidelines, behavioural implementation plans, protocols for specific challenges, and staff training.
Based in the community
• Care and treatment was provided 24 hours a day in the community residence by a multi-disciplinary team of youth specialists in the least restrictive way possible, with predictable routines and clear management principles.
3. Person-centred and recovery-oriented practice • Care was built on activities Alex enjoyed and which supported the young person's educational and vocational needs, including arts, craft, shopping, socializing, outings and physical activity. It also included the care and responsibility for looking after a pet. These were contingent upon behavioural principles in the recovery plan which proved effective in reducing incidents.
• Empowerment was assisted by having regular "house meetings" which helped to develop trust between parties. It was made it clear that this was their own home, and that staff were guests, fostering pride and engagement in decision making about home activities.
• Recovery-oriented practice provided real choices in psychosocial development and interpersonal skills. This included joint development and review of care and recovery plans making a major contribution to therapeutic engagement; self-management and safe engagement strategies; goal setting; and medication management.
Family and carer partnerships
• Contact with family was a planned component of treatment. Contact was initially limited because of the young person's very complex reactions to family members. The process involved managing and gradually reinstating family contacts.
• Psychoeducation and psychological support for the family was helpful in re-engaging their contact. Work was done to manage distress and manage triggers. This strategy was effective in reinstating a relationship which became helpful at the time of discharge.
Multi-disciplinary approach and care coordination
Multiple agencies collaborated in multi-disciplinary executive and clinical support:
• The treatment team met weekly to adjust the treatment plan, involving youth and child and adolescent mental health services (case manager, consultant psychiatrist, medical officer, clinical nurse specialists, social worker, occupational therapist, and clinical psychologist), CPFS (case manager and residential workers), There was some ATSI consultation, but they were not present at the weekly meetings.
• Common staff training and practical support on: trauma-informed care, TCI (Aguilera, 1998; Roberts, 2005) , and working with complex and challenging behaviours in youth.
• Joint procedural crisis planning particularly with regards transport management with ambulance service, local emergency departments, and the police. 
Inter-agency collaborative network
Cultural competency
• This included an aboriginal mental health practitioner who was involved in case co-management, and who provided support shaped by an understanding of culture, identity and spiritual beliefs, and a responsive presence of the family and community.
• Non-indigenous staff were provided with cultural competencies and consulted the aboriginal mental health practitioner. Self-reported change during therapy was captured with the outcome rating scales (ORS) (Miller, 2014; Miller, Duncan, Brown, Sparks, & Claud, 2003) , which collects self-reported information during therapy session via an electronic tablet. This brief questionnaire assesses self-reported client functioning and well-being, and is designed to evaluate progress made through the course of therapy, and has reliability in young marginalized people (Sabbioni et al., 2018 ).
An economic analysis was conducted by applying daily unit ("per 2. An intensive case management approach (Burns & Goldman, 1999; Craig et al., 2004) . 3. TCI model of care (Aguilera, 1998; Roberts, 2005) a. Which assists organizations in preventing crises from occurring, de-escalating potential crises and managing acute physical behaviour. b. With a focus helping young people learn constructive ways to handle crisis, emotional competence, managing the environment and negotiating rules and expectations. Other supportive interventions included:
1. Supportive psychotherapy and counselling (Brent et al., 1997) . 2. Motivational interviewing (Rollnick & Miller, 1995) . 3. Dialectical behaviour therapy and treatment principles (Miller, Rathus, & Linehan, 2007) including validation and behaviour change. 4. Targeted psychological techniques for flashbacks and nightmares, self-harm, and perceptual disturbances (voices).
Abbreviations: CPFS, Child Protection and Family Support Services; TCI, therapeutic crisis intervention. The number of critical incidents also reduced by a significant amount. Compared to the year prior treatment, critical incidents reduced from 32 to 1, assaults on staff from 7 to 2, need for restraint from 15 to 7, suicidal behaviour and self-harm from 25 to 17, and damage to property from 6 to 1. During the course of treatment, Alex's self-reported well-being scores using the ORS feedback measure increased from 10% (10/40) to 100% (40/40) and performance increments were consistent with a clinically "desired" therapeutic change in five out of seven sessions.
| Mental health
| Economic analysis
The costs associated with service utilization in the year prior treatment (T − 1) were estimated at $2 373 481 (Table 2) 
| Functional and personal gains
Some of the personal activities which Alex enjoyed are presented in Table 1 . The service helped to transform Alex's sense of self towards a more cohesive self-identity, allowing Alex to engage with the developmental tasks of identity formation, competence, autonomy and connection. Relationship with service providers also improved steadily. Over time, interaction became mostly domestic day-to-day contact and involved listening and working towards Alex's educational and social needs. Following Youth Wraparound, Alex was discharged to a community mental health team whom Alex continues to see for monthly appointments. Alex is now living independently in a privately rented home, regularly sees friends and family, and was able to complete a tertiary and further education (TAFE) course.
5 | DISCUSSION
| Summary of findings
The Youth Wraparound was developed to meet the needs of a young person with exceptionally complex and significant emotional, behavioural and mental health needs. The way in which best practice components were met is described in Table 1 .
Improvements gained over 6 months of treatment were positive for the young person and the agencies involved. Compared to a a Calculated using "per day" costs of mental health inpatients admissions as provided by finance (T − 1 = 95 days; baseline/treatment = 10 days; T + 1 = 9 days). b Cost estimates Provided by child protection services. c ED costs for deliberate self-harm (T − 1 = 42 admissions; baseline/treatment = 9 admissions; and T + 1 = 18 admissions).
3-year escalating trend, improvements were demonstrated across several indicators, including reductions in inpatient days and in the utilization of emergency services and secure care, improved mental health, as well as an opportunity for the young person to recommence appropriate developmental roles in the community (independent accommodation and TAFE studies). Other observed improvements included reductions in incidents, self-harm behaviour, violent behaviours and assaults on staff. Since Alex's discharge into the community, gains have largely been maintained with further improvements in mental health. Further hospitalisations were noted in the past year, although these did not return to pre-treatment level, and Alex's mental health and functional improvements have continued to improve.
The economic savings were substantial. Usually obscured through the distribution of costs among separate agencies, this study reveals the high economic costs associated with the service usage of a person with exceptionally challenging needs, here estimated as $2 373 418 during a 1-year period. Even after taking into consideration the costs associated in delivering the Youth Wraparound service, savings exceed 2 million dollars in service utilization costs. This is a conservative estimate as it excludes other costs and risks to the service (eg, staff injury due to assaults, disruptions to important services such as inpatient wards and emergency departments), together with the personal and capital costs associated with disease burden. These positive results in a young person with very complex needs are in line with other studies documenting improved health, functional and personal outcomes of the "wraparound" models in the United States (Barfield et al., 2006; Bloom & Farragher, 2010; Bruns et al., 2015; Burns & Goldman, 1999) , and provide proof of concept and feasibility model for an application in Australia.
In addition to its strength-based individualized care approach, a particular asset of the program is the delivery of care across multiple systems and sectors into a single therapeutic delivery platform. The creation of this single system of care pulled together the best elements of a fragmented care system. The wraparound model helped to better contain the anxieties of a system that had mainly been reacting to crisis situations. With this system restructure, agencies were more able to formulate and share a consistent cross-sector response to these behaviours. They were also more willing to try novel responses and approaches, knowing support was available if they did not work.
| Lessons learnt and challenges
The process of joint collaboration between agencies was achieved through sharing of information, common training on trauma-informed model of care, regular inter-agency clinical meetings, and an agreement to deliver. Challenges included different terminology, processes, and decision-making processes among agencies. Some tasks had to be negotiated, for example, child protection services as the legal guardian, would hold responsibility for making decisions that would generally be made by a parent, while the mental health teams were required to make clinically driven decisions. Each organization kept separate records due to different documentation requirements.
What proved to be particularly effective were the regular care team meetings which allowed a regular exchange of information, discussion about the need for adjustments to the treatment plan based on the staff's collective experience on what worked best, and collaborative work on a weekly schedule of structured and meaningful activities. TCI was considered a particularly helpful model. By teaching staff how to work with young people and assisting to prevent crises from occurring and managing acute physical behaviour, this approach helped to significantly reduce the number of aggression outbursts and incidences of physical restraint.
| CONCLUSION
In summary, this report presents feasibility and supporting evidence for the Wraparound model to be offered to other children and youth with serious emotional, behavioural and mental health needs in Australia. Limitations of the study include a case study design, which limits the generalization of findings to other young people with mental health needs. Nonetheless, the young person described here is representative of a small subset of young people who present from time to time to specialist youth services. These young people have very high utilization of health and welfare services and pose a very high risk to themselves and to others, causing increasing resistance by inpatient and emergency services to accept them due to their inability to manage such risks safely and the associated costs.
The data presented show that the model has the potential to offer significant cost savings over time, improved coordination between care providers, an alternative to detention or incarceration, reductions in inpatient days together with improvements in clinical outcomes and social functioning. Such costs and risks associated with the care of people with complex needs can be escalating burden, and the application of the Youth Wraparound method has the potential to reverse this high-risk trend.
